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UnionCentral

Part II - Medical

APPLICATION TO THE UNION CENTRAL LIFE INSURANCE COMPANY - CINCINNATI

Proposed Insured

Birth Date

Middie Name

First Name

Last Name Month

Day

1. a. Name and address of your personal physician?

(i none, so state)
b. Dafe and reason last consulted?

¢. What treatment was given or medication prescribed?

Results?

2. Within the past 10 years, to the best of your knowledge and belief,
have you ever been freated for or had any known indication af:
a. Disorder of eyes, ears, nose, or thraal? . .....................
b, Dizziness, fainting, convulsions, headache, speech defect,
paralysis, or stroke, mental o nervous disorder? ... ... ...
€. Shortnass of breath, persistent hoarseness or cough,
bronchilis, pleurisy, asthma, emphysema, tuberculosis

d. Chest pain, palpitation, high blood pressure, rheumnatic fever, heart
murmyr, heart attack or other disorder of the heart or blood vessels?
e. Jaundice, intestinal bleeding, ulcer, hernia, appendicitis, colitis,
diverticuliis, hemorrhoids, recurrent indigestion or other disarder
of the slomach, intestines, liver or gallbladder? . ...............
f. Sugar, albumin, blood or pus in urine; venereal disease;
stone or other disorder of Kidneyorbladder? ... ... ..

. Disorder of breasts, reproductive organs,
prostate or complieations of pregaancy? . ................. ...
i. Neurtis, sciatica, rheumalism, arthritis, gout, or disarder of the
migcles or bones, including the spine, back, or joints? ... .......
j- Disorder of skin, lymph glands, cyst, tumor or cancer?..........
k. Allergies, anemia or other disorder of the blood? . .. ............

Yas

No

5. a  Are you now under observation or receiving treatment?
b. Are you pregnant?

Yes| No

6. Have you had a change in weight in the past vear? How much?

3. Qther than noled above, have you within the past five years,
a. Had a checkup, consultalion, finess, injury or surgery; been a
patient in a hospital, clinic, sanatarium, or other medical facility,
had an electrocardiogram, X-ray, or other diagnostictest?. .. ... ..
b. Been advised to have any diagnostic test, hogpitalization,

4. Within the past 10 years, have you éver,
a. Used marijuana, cocaine, barbiturates, tranquilizers,
heroin, LSD, amphetamines, morphine, narcotics or any other
diug excepl as legally prescribed by a physician?..............
b. " Sought ar received treatment or advice, or been amested for
the use of alcohol, cocaine, marijuana, narcotics or any ather drug?

Details of "Yes" answers. (Identity question number, circle applicable items:
Include diagnoses, dates, duration and names and addresses of all aftending

physicians and medical facilifies.)

d. Been diagnosed by a member of the medical profession as
having AIDS (Acquired Immune Deficiency Syndrome),
ARC (AIDS Related Complex} or HIV-1 (Human

7. Famli_lly History - To the best of your knawledge and belisf;
a Ha

5 any member of your family had diabetes, caﬂer, high blood

pressure or heart disease? Yes No

(If"Yes," give details.)

G\%ﬁ-.g Cause of Death g%z;t
b. Father
Mather
Brothers and Sisters

|, the undersignad, declare that the answers to the foregoing questions relate to the proposed insured, are comPIata and true as witten o the best of my knowledge and

belief, are correctly recorded; are made for the urrfﬂi\se of obtaining the insurance and any supplemental benal

by the Campany on this application (Part | and Pa

1t applied for and shall form a part of any contract issued

Signature of
Dated at , Year Proposed Insured
City State Month  Day
Signature of
Witness Parent or Guardian
City State Month  Day

The Union Central Life Insurance Company, P.O. Box 40888, Cincinnati, Ohio 45240

Uc 25988

{Electronic) 8/2002

Year
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MEDICAL EXAMINER'S REPORI
8. a. Height Weigﬁt Chest Chest Abdomen 18, Urnalysis :
(In Shoes) (Clothed) (Full Ingpiration) | (Forced Expiration) at Umbillicus Albumin Sugar Blood
o in. Ibs. in. in in. ‘

b. Did you weigh? |:| Yes |:| No Did you measure? D Yeu D No

9. Blood Pressure (Record ALL readings)
Systolic
4th phase
Diastalic
5th phase

At Rast After Exervise 3 Minutes Later

10. Pulse:
Rate
Imegularnties

11. Heart: Is there any:
Enlargement Yes No Dyspnea Yes No
Murrmur(s) Yes Mo Edema Yes No

{describe below - if more than one, describe separately)

Lacation _

Constant L1 1 Indicate:

inconstant -

Transmitted L1 L

Localized L1 L1 Apexoy X

Sysfolic N

Presystolic T

Diastolic 3 [} Mumurareaby !}

Soft (Gr. 1-2) NN

Mod (Gr. 3-4) Ll | Paintaf greatest

Loud (Gr. 5-6) L | L[] intensity by

Afler exercise: Mid-
Increased ] Clavicle
Absent — Transmission by =¥
Unchanged [ | [ | pigase record your comments or
Pegreasad Ll || impressions.

Have you railed the urine specimen? D Yes D No

Specimen must be mailed in Union Central Life mailer if any

of the: following factors apply:

1. Age 60 or over.

2. Amount of life insurance iz $100,000 or more.

3. Current Blond Pressure reading over 140/80.

4. Albumin, sugar or occult blood is present in the urine fest
completed.

5. Hiztory of or findings of overweight, elevated blood
pressure, cardiovascular or genitounnary disease or
diabetes mellitus.

6. Either parent, or a brother or sister has or had diabetes.

12. I there on examinafion any abhormality of the following:
(Cirgle appliczbla iterns and give detaiis.) Yes
a. Eyes, ears, nose, mouth, pharynxX? .. .. ovo oo i

%o
b. Skin {ingl. seats); lymph nodes; vatcose veins or peripheral arteries? | |, | | D
c. Nervous system (include reflexes, gait, paralysis)? ... .............. H
d. Respiratory system™? ... .. o o e e
&. Abdomen (include scare)? .. ... e D D
f.. Geniturinary system . .. ... ... Cl
g. Endocrine system (include thyroid and breasts)? .. ... ............... D I:]
h. Musculoskeletal system {include spine, joints, amputations, deforrities)? . D m
13. a. Are there any hemias? 1:| Yes D Mo
14. Ave you aware of additiona medical Ristory? . .. ... ... O O
{A confidential report may be sent to the Medical Director)
15. s appearance unhealthy or older than stated age? ... ... . ... . ... ... D D
16 Has the applicant used any form of tsbacca within the past 24 months? . _ (] O
Indicate: Cigarettes D Cigar | Fipe Chew or "Smokeless”

17. How long and how well have you known the applicant?

Details of "Yes" answers. (dentify itern.)

Amount of Fee §

, yaar

at __ atn. p.m.

applicant’s business

Examined al: applicant's residence ﬁ oh
examiners office Signature of Examiner

M.D.D orD.O.D ParamadiGD

Examirer's Name (Please Type or Print)

Examiner's Social Security Numbar

or Taxpayer ldentifying Number Examiner's Address

At request of , Agent Agency Address

The Union Central Life Insurance Company, P.O. Box 40888, Cincinnati, Ohio 45240

UC 2598 B

(Electronic) 812002
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AUTHORIZATION

| authorize any physician, medical professional, hospital, ¢linic, other medical care institute, Medical Informatitin
Bureau, insurer, consumer reporting agency, or employer having information available as to other insurance coverage,
medical care, advice, treatment, or supplies with respect to any physical or mental condition or any other |nformat|on
regarding me, to give the mformﬂtmn to The Union Central Life Insurance Company, or its reinsurers.

To facilitate rapid submission of such information, 1 authorize all said sources, except MIB, to give such records or
knawledge to any agency employed by the Company to collect and transmit such information.

| understand that this information will be used by The Union Central Life Insurance Company to determine eligibility
for insurance.

| agree this authorization is valid for two and one-half years from the date shown below,

| know that | have a right to receive a copy of this authorization upon request. | agree that a photographic copy of
this authorization is as valid as the original.

Date Signed

The Union Central Life Insurance Company, P.O. Box 40888, Cincinnati, Qhio 45240
UC 2597 8 {Electronic) 8/2002
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=
UnionGental HIV Antibody Testing Consent Form

The insurance company to which you have applied may request a body fluid sample from you for testing. One test
will be to detact the presence of antibodies to the Human Immunedeficiency Virus (HIV). HIV is the virug which causes
AIDS. California law requires an insurance company to obtain your written consent in order to test for the presence of
an antigen or antibody to HIV. The results of this test may determine your eligibility to acquire insurance. By signing this
form you have cansented to the HIV test and the reporting of the test results to the insurance company taking your
application. Positive test results will not be disclosed except as authorized by you in writing. Negative and
indeterminate (inconclusive) test results may be disclosed to reinsurers, contractually retained medical personnel and
insurance affiliates or subsidiaries that are involved in necegsary underwriting decisions regarding your application.
The insurance company and any other party receiving the negative or indeterminate test results will maintain the
results of your HIV antibody test as confidential.

If your test results indicate the presence of antibodies to HIV, or if your test results cannot be accurately
determined, the insurance company will report a "nonspecific abnormality" to the Medical Infarmation Bureau. The
Medical Information Bureau contains the names and computerized medical records of insurance applicants nationaliy.
The report will not identify you as having an abnormal HIV antibedy test because many other abnormalities are
reported to the Bureau under the same classification.

The HIV antibody test is extremely accurate. However, in rare instances the fest may be positive in persons who
are not infected with the virus. Additionally, the test may cccasionally be negative in persons who are infected with HIV
(a false negative) especially when the infection occurred within the previous 3 - 6 months.

It your antibody test is positive, it does not mean you have AIDS. A positive fest indicates that you have been
infected with HIV. It also means that HIV is present in your body fluids (such as blood, semen, vaginal secretions) and
that you could infect other people through sexual contact, by sharing intravenous needles, by having a baby, or by
donating blood, semen, or body organs. Persons who have a positive HIV antibody test should see a physician as soon
as possible.

A negative test result means no antibodies to the HIV virus were found, Because of various incubation periods,
absence of HIV antibodies does not mean that you have not been infected with the virus. Nor does absence of HIV
antibodies mean that you are immune to the virus.

The insurance campany will notify your physician if your test results are positive or if your results cannot be
accurately determined. You should request that your results be sent to your private physician so that he can interpret

them far you.

In the event of a positive or indeterminate test result, | authorize disclosure to the following physician:

Name

Address

INFORMED CONSENT

| have read and understand this information, | voluntarily consent o the withdrawal and the testing of body
fluids, and the disclosure of the test results as described above.

Name of Proposed Insured Signature of Proposed Insured

Date Signed by Proposed Insured State of Residence

The Union Central Life Insurance Company, P.O. Box 40888, Cincinnati, Ohio 45240
UC 6739 (CA) ‘ (Electronic) 8/01
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“‘fl“o.ml Authorization to Obtain

anq Disclose Information |

(This authorization complies with the HIPAA Privacy Rule.)

Full Nan;le of Applicant/Insured

Policy Number (if applicable)

| authorize any health care providers, hospitals, insurers, the Medical Information Bureau, Inc., consumer reparting
agency, government agency, financial institution, or employer; having data or facts about the propesed insured's or
claimant's physical or mental condition, medical care, advice, treatment, the use of drugs, alcohol, or tobacco, HIV, AIDS
and sexually transmitted diseases, prescription drug records, financial status, employment status or other relevant data or
facts about the proposed insured or claimant; including wage and earnings, or data or facts with respect to other insurance
coverage; to give all data or facts to The Union Central Life Insurance Company ("the Company"), its reinsurers, or any

. other agent or agency acting on the Company's behalf.

Data or facts obtained will be released only to: (1) reinsurers; (2) the MIB; (3) persons performing business duties as
delegated or contracted for by the Company related to the proposed insured's application or claim or other
insurance-related functions; (4) as permitted or required by law; (5) to government authorities when necessary to prevent
or prosecute fraud or other illegal acts; (6) and to any person or entity having an authorization expressly permitting the
disclosure. The personal data or facts used or disclosed under this authorization may be subject to redisclosurs and no
longer protected by federal privacy regulations. :

The above data and facts will be used to: (1) underwrite an application for coverage; (2) obtain reinsurance; (3) resclve or
contest any issues of incomplete, incarrect, or misrepresented information on the application identified abave which may
arise during the processing or review of the application, or any other application for insurance; (4) administer coverage
and claims; and (5) complete a consumer report, investigative eonsurner report or telephone interview about the proposed
insured or claimant.

| agree that this authorization is valid for two and one-half years from the date shown below (except MN, which is valid for
two years and two months). | also agree that a copy is as valid as the original. | or my authorized representative am
entitled to a copy. For purposes of collecting data or facts relating to a claim for benefits, this Authorization is valid for the
duration of the claim. | understand that: (1) | can revoke this authorization at any tirme by giving written request to the
Company; (2) revoking this authorization will not affect any prior action taken by the Company in reliance upon this
autherization; and (3} failing to sign, or revoking this authorization may impair the Company's ability to process my
application or evaluate my claim and may be a basis for denying this application or a claim for benefits.

{If at time of application) | acknowledge receipt of Notice of Insurance Information Practices.

Signature of Propozed Inaured or Claimant or Personal Representative Date

Print or type name

Description of Personal Representative's Authority or
Retationship to Proposed Insured or Claimant

The Union Central Life Insurance Company, P.O. Box 40888, Cincinnati, Ohio 45240
UG 3932 472003 (Electronic)



